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rare complication of rotational atherectomy, the severe consequence
could be cardiac temponade and even fatal. It is not clear the beneﬁt
of invasive strategy compared with the conservative therapy and the
effect of traumatic pseudoaneurysm to the duration and intensity of
dual antiplatelet therapy.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Y.S
Relevant clinical history and physical exam. The patient was an 81 year-
old female with hypertension, diabetes, and dyslipidemia. She was
diagnosed with effort angina. She had PCI to LAD three times in the
past. PES and BMS were deployed in LAD in January, 2010 and in
June, 2013, respectively. POBA was performed for LAD in October,
2013. Although CAG showed in-stent occlusion of mid-LAD in
February, 2014, ad-hoc PCI ended up failure. She was sent to our
hospital for re-treatment.
Relevant test results prior to catheterization. The laboratory data found
her renal function normal (Cr1.03mg/dl). ECG showed sinus rhythm
and ST depression in V5 and V6 lead. Echocardiography showed mild
LV dysfunction (EF51%), and severe hypokinesis in anterior to septal
LV wall.
Relevant catheterization ﬁndings. CAG was performed in May, 2014.
There was in-stent occlusion in mid-LAD and grade2 intra-coronary
collateral from second diagonal branch. Other signiﬁcant stenosis was
found in Diagonal branch and in Obtuse marginal branch (both 75%).
[INTERVENTIONAL MANAGEMENT]
Procedural step. PCI for mid-LAD in-stent CTO was performed in May,
2014. We used 7Fr Hyperion SPB3.5 (ASAHI Intec) as Guiding catheter
from right femoral artery. At ﬁrst, we used XT-R (Guide-wire, ASAHI
Intec) with FinecrossGT (Micro-catheter, Terumo), to try to pass
through the occluded lesion. However, the wire went into sub-intimal
space. Therefore, we exchanged the Guide-wire to GAIA 1st (ASAHI
Intec); however the wire went extra-vessel. Using parallel-wire tech-
nique with Crusade (Micro-catheter, KANEKA), GaiA1st ﬁnally passed
through the distal true lumen of CTO lesion. Angiography after IVUS
showed coronary perforation in mid-LAD. We immediately inﬂated
Ryujin Plus 2.25/30 mm (Terumo) in mid-LAD and tried to stop the
bleeding. Although ACT already became 110sec with protamine infu-
sion, the bleeding was still continuing. Then, we implanted Xience
Xpedition2.2523mm in mid-LAD, and inﬂated Ryusei 2.5/20 mm
(Perfusion-balloon, KANEKA) by 6atm, however, the bleeding did not
stop after total of 85 minutes balloon-hemostasis time. Observing the
outﬂow direction of contrast media, we found the bleeding site in aproximal portion of septal branch. Finally, the bleeding stopped after
we performed coil embolization of septal branch through micro-
catheter, using ﬁve Hilal220mm (microcoils, COOK).
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perforation in septal branch. Despite total of 85 minutes balloon
inﬂation and protamine infusion, we still could not stop the bleeding.
The reason why the bleeding did not stop was that the balloon did not
directly touch the bleeding site. This case revealed that coil-emboli-
zation is very effective in such a situation.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. JJS
Relevant clinical history and physical exam.
Case 1.
A 60 year-old male patient received percutaneous coronary inter-
vention (PCI) due to STEMI. As coronary risk factors, he had history of
diabetes (15yrs) and current smoking (30PY).
Case 2.
Seventy years old female was consulted for assessment of periop-
erative management of non-cardiac surgery (total knee replacement).
As a cardiac risk factors, she had history of hypertension and diabetes
for 10 years. She had a history of prior PCI at other hospital.
Relevant test results prior to catheterization. Case 1.
At that time, coronary angiogram revealed tight stenosis of proximal
left anterior descending artery (LAD) as infarct related artery (Fig.1)
and everolimus eluting stent (Promus, 3.5x23mm, Boston Scientiﬁc,
Natick, MA, USA) was deployed at distal left main trunk (LM) to
proximal LAD that crossovered ostium of left circumﬂex artery (LCX).
Post-stent intravascular ultrasound (IVUS) revealed that proximal
stent edge was successfully landed at distal LM trunk, and LCX ostium
was not compromised.(Fig.2)
Case 2.
A paclitaxel and cilostazol dual drug eluting stent (Cilotax; Car-
diotec, Seoul, Republic of Korea) was deployed at proximal LAD due to
stable angina 15 months ago and she received DAPT. She did not
complaints effort chest pain after PCI and LVEF was preserved. So i
recommended process to surgery without any stress test, andcessation of clopidogrel 5 days prior to surgery (aspirin mono anti-
platelet was continued). He did not complaint of chest pain afterwards
during follow up and 9 months follow up CAG showed patent previ-
ously deployed stent without any evidence of in-stent restenosis and
cross overed LCX ostial site was still intact. (Fig.3, mid pannel) He
received DAPT for 12 months and then clopidogrel was discontinued.
